Autopsy findings (Dr S Robinson): False aneurysm, 5 x 4 x 3 cm, to right of lower part of graft, opening by small sinus into adherent loop of small bowel. Cause: A fraying and separation of the stitched seam of this part of the graft. This case will be more fully reported elsewhere.
Polyarteritis Nodosa Presenting as an Acute Abdomen J L Dawson FRCS (for J Burke Mch)
A woman, aged 59, presented nine months ago and gave a history of five days' abdominal pain and vomiting. Examination revealed signs of lower abdominal peritonitis greater on the right side than the left. For four months prior to this she had had vague fleeting joint pains.
At operation some 2 ft of the mid-ileum was found to be the seat of a patchy gangrene. The affected segment was resected. Recovery was slow. The post-operative ileus persisted for eight days; during this time the blood urea rose to 185 mg% and the catheter specimen of urine showed numerous red cells and casts. Once the diagnosis was made from histological examination of the resected bowel, she was started on prednisolone.
Her further progress was satisfactory until one month after the first operation when she had a similar episode of pain. At operation a further 18 in. of gangrenous ileum was resected. She has since remained well and is still taking a maintenance dose of prednisolone. Her blood urea has dropped to 67 mg%.
Discussion: Though polyarteritis nodosa is an uncommon disease there has been a considerable increase in its incidence in the past twenty years. The basic lesion is a focal panarteritis involving the smaller arteries and arterioles. Concomitant thrombosis produces ischmmia of the tissues supplied. Degeneration and rupture of the elastic lamina may lead to aneurysm formation in the larger vessels. Between 50 % and 75 % of all cases of polyarteritis have minor episodes of abdominal pain. However, only rarely does it present as an acute abdominal emergency. It may do so in one of three ways: (1) Spontaneous hiemoperitoneum.
(2) Perforation of a hollow viscus. (3) Visceral vascular occlusion. Spontaneous hiemoperitoneum usually occurs from a rupture of a small aneurysm of one of the mesenteric vessels. The himorrhage is often fatal and even at autopsy the rupture may be difficult to demonstrate.
Ulcers may occur anywhere in the gastrointestinal tract, secondary to involvement of the vessels within the gut wall. Gastric ulcers may lead to dyspepsia, perforation and bleeding (Pugh & Stringer, 1956, Brit. J. Surg. 185, 302) . They may be wrongly diagnosed, and resected as a simple gastric ulcer. One reported case of jejunal ulceration survived no fewer than six perforations in one year (McKeown & Ganguli, 1956, Brit. J 195 9 
